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A B S T R A C T
Person-centered care (PCC) is considered the standard to assure quality of care and quality of life in long-
term care, benefiting both residents and staff. This study examines the associations between nursing home
staff perceptions of person-centered care practices, the organizational system, and work-related attitudes in
a sample of 340 nurses and direct care workers across 32 nursing homes in Oregon. Random-intercepts
regression models were used to estimate within- and between-nursing home variation in staff perceptions
of PCC practices as measured by the Staff Assessment of Person-Directed Care (SA-PDC), and identify charac-
teristics associated with these perceptions. Staff in nursing homes that accept Medicaid reported lower SA-
PDC scores, and higher scores were reported in nonprofit nursing homes. Staff perceptions varied extensively
within nursing homes, suggesting a lack of staff cohesion regarding core aspects of PCC. Cultivating a sup-
portive work environment is key to promoting person-centered care practices, increasing job satisfaction,
elevating affective commitment, and reducing turnover intention.









Decades of practice and research point to person-centered care
(PCC) as the gold standard in long-term care.1 These practices
emphasize placing the person at the center of planning and care
rather than having organizational or staffing needs driving care deci-
sions.2 PCC requires nursing staff and others to get to know a person
well and to recognize and respect their personhood, or individuality
and worth.3,4 Other key features of PCC include personalizing care to
meet individual preferences, needs, and values;5,6 supporting auton-
omy, including the ability to pursue activity meaningful to the per-
son;710 and nurturing relationships, both between staff and
residents and between residents and people who are important to
them.11,12 Finally, staff must perform PCC practices within a welcom-
ing and supportive environment.13,14
PCC is positively associated with residents’ quality of life, quality
of care, and satisfaction.1520 Like residents, nursing home (NH)
direct care staff experience several benefits working in an organiza-
tional environment that supports PCC practices, including greater job
satisfaction, retention, work effectiveness, and the ability to thrive at
work.16,17,2128 Implementing PCC practices depends on staff who
routinely interact with residents and provide direct care, which
include licensed (eg, registered nurses, licensed professional nurses)
and unlicensed staff or direct care workers. In the United States, NH
direct care workers predominantly identify as women, less than half
as non-Hispanic White (43%), followed by Black/African American
(37%), Hispanic Latino (12%), and Asian American/Pacific Islander
(4%), and 36% live below the poverty level.29 Most staff-resident
interactions consist of direct care.30 In NHs certified nursing assis-
tants comprise most unlicensed staff and provide the bulk of hands-
on resident care, an estimated 2.1 h of direct care per resident per
day compared to 0.8 h for licensed professional nurses and 0.4 h for
registered nurses.29 Certified nursing assistants, therefore, have the
greatest opportunity to know nursing home residents as individuals,
one of the core principles of PCC.
Alongside staff, several organizational factors influence quality of
care and service delivery. Donabedian’s Structure-Process-Outcome
framework provides a systematic way to examine these factors.31,32
Structure includes contextual and organizational features that shape
the processes of care delivery, which in turn affect outcomes. Megi-
vern and colleagues expanded this model to further specify aspects*Corresponding author.
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https://doi.org/10.1016/j.gerinurse.2021.11.018
0197-4572/$  see front matter © 2021 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/)
Geriatric Nursing 43 (2022) 188196
Contents lists available at ScienceDirect
Geriatric Nursing
journal homepage: www.gnjournal .com
of quality care delivery in the social services context, including both
competence and sensitivity in the process of care delivery.33 In their
view, structures comprise organizational capacity and climate. Orga-
nizational capacity encompasses the contextual factors (eg, geogra-
phy, operations, resources) that may directly or indirectly influence
processes of care delivery and consumer outcomes. Organizational
climate describes staff perceptions of the internal culture where pro-
cesses of care take place, such as staff relationships with leadership
and residents. Processes of care must be technically and sensitively
delivered. Structures and processes of care result in outcomes includ-
ing sustainability, reduction in problems, and satisfaction.3234
Although direct care workers and nurses are well positioned to
implement person-centered care practices based on their work roles
and knowledge of residents, they need structural support to ensure
PCC is delivered and sustained. This support comes from two sources.
First is the external environment in which nursing homes operate,
including rules, regulations, and quality standards, which can shape
quality of life.35 To facilitate PCC, the organizational context requires
adequate budgets for staffing, training and professional development,
capital improvements, and supplies.36 The external environment
associated with the availability of these key resources include profit/
nonprofit ownership, rural/urban location, size, and Medicaid accep-
tance.37 These external structural characteristics have been linked to
PCC practices. For example, prior studies have shown that higher
quality nursing homes are more likely to adopt PCC practices than
their lower quality counterparts.17
A second aspect of the structural context of care is the internal
functioning of an organization, particularly with respect to actions by
directors of nursing and nursing home administrators. These two lead-
ership roles have the responsibility for shaping the overall culture and
climate of the organization and its operations. Organizational climate
includes shared perceptions among staff about organizational policies,
practices, and procedures, and perceptions of which behaviors are
rewarded, supported, and expected from leadership.38 NH leadership
has been linked to both staff and resident outcomes (eg, quality of
care, job satisfaction).39 Hunter and her colleagues40 provide examples
of the connection between organizational climate and PCC practices,
exploring the connection between the two organizational environ-
ment subscales of the Staff Assessment of Person-Directed Care (SA-
PDC) and five SA-PDC subscales related to PCC practices.41 They found
significant associations between the organizational environment and
PCC practice domains, concluding that staff well-being and organiza-
tional culture are key ingredients for ensuring PCC practices. Similarly,
Martinez and her colleagues42 found a high correlation between PCC
practices measured by the SA-PDC and organizational climate, as mea-
sured by the Organizational Climate Scale.43 Multiple studies have
found leadership is key to implementing beneficial workplace practi-
ces. This includes management demonstrating respect for direct care
workers and recognizing and responding to their concerns, providing
supportive leadership, conveying positive organizational values, and
establishing social support mechanisms in NHs.4446 Conversely, the
top barriers identified included presence of a condescending manage-
ment style, high job demands, lack of support for self-care, and lack of
training in resident care. These findings underscore the essential role
of competent and consistent leadership as well as management’s role
in maintaining satisfied long-term care employees and ensuring PCC.
This study employs the Structure-Process-Outcomes framework
to explore the relationship between the structural aspects of care (eg,
context of care, internal organizational climate), PCC processes (as
measured by staff perceptions using SA-PDC), and staff outcomes (ie,
job satisfaction, affective organizational commitment, intent to
leave). This study has three objectives. First, we examine the associa-
tions and variation between measures of organizational context and
perceptions of PCC practices among NH direct care and nursing staff.
We hypothesize that staff working in the same NH will have similar
perceptions of PCC practices. Second, we investigate whether positive
staff perceptions of the organizational climate are associated with
higher staff perceptions of PCC practices. Lastly, we explore whether
staff perceptions of PCC practices moderate the relationship between




A two-stage stratified design was used to select nursing home
(NH) staff into the study. First, we identified all NHs within a 100-
mile radius of Portland, Oregon (n = 93). Next, NHs were stratified by
rural/urban location, quality, and profit or nonprofit status to assure
as representative sample of NH characteristics as possible. Second,
with the assistance of administrators, we then surveyed a conve-
nience sample of staff. Typically, administrators either distributed
surveys at all-staff meetings or placed surveys in staff break rooms.
We recruited 32 nursing homes which mirrored characteristics of
nursing homes across Oregon. More information about NH sampling
is available elsewhere.47 The study was approved by the Institutional
Review Board (IRB) at (HIDDEN FOR REVIEW) (protocol #174384).
Sample and data collection
We asked that staff most involved with residents’ care complete a
brief, anonymous survey about their views of resident support. Flyers
describing the study, the location of surveys, and the opportunity to
enter a drawing for a $25 gift card were provided. We also offered a
summary of responses to administrators if we received at least 20
completed surveys (to ensure anonymity of staff responses). The sur-
vey contained information about confidentiality and included phone
numbers for the IRB and principal investigator. Completed surveys
were gathered within a few days of the NH participating in the larger
study. We did not collect information about the total number or com-
position of employed staff at the time of the fielding of the surveys.
Measures and variables
Structural characteristics The questionnaire used in this study is
available in Supplement 1. Characteristics of the organizational con-
text included size, urban or rural location, quality, ownership type,
and administrator tenure (in years). Size was measured by the num-
ber of beds within a facility, and used to construct a categorical mea-
sure: small to medium ( 50 beds), large (5174 beds), and very
large ( 75 beds). We matched facility zip codes to the Oregon Office
of Rural Health map of service areas to determine if facilities were in
a rural/frontier or urban location. Rural areas are defined as greater
than 10 miles from a population center of 40,000 people and frontier
areas are defined as counties with six or fewer people per square
mile.48 Quality is a binary measure based on the number of deficiency
citations a facility received during their last compliance survey
period. Facilities were assigned high quality if they received at or
below the median number of deficiencies and low quality if they
received above the median number of deficiencies during their last
licensing survey. Ownership describes whether a NH operates as a
for profit or nonprofit organization. Administrators filled out a com-
panion survey in parallel with the staff survey where they self-
reported the number of years served in their current role.
Staff assessments of their work setting and organizational climate
were used to measure the internal structure of the organization, using
three subscales from the organizational environment measure.41 Sub-
scales include items focusing on management, work with residents,
and the physical environment for residents. Staff rate how often
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(1 = rarely or none of the time, 5 = all or almost all of the time) they
experience organizational support.
Process Person-centered care (PCC) practices. These practices were
measured by five subscales of the Staff Assessment of Person-Directed
Care (SA-PDC) focusing directly on support and care of residents. The
SA-PDC was developed and has been used extensively in nursing
homes and evidence of its validity has been reported in multiple
studies.40,42,43,53,54 Thirty-five items map onto the following subscales
core to PCC: autonomy and choice, personhood, knowing the person,
comfort care, and relationships. Response categories include how often
with the same response categories described above, or for how many
(1 = very few or none, 5 = all or almost all).
Outcomes Staff outcomes of interest were job satisfaction, affective
commitment (eg, sense of belonging), and turnover intention. We used
the Direct Care Worker Job Satisfaction measure (eg, “how satisfied are
you with the amount of control you have over your job?” 1 = very dis-
satisfied, 4 = very satisfied) to proxy job satisfaction.49 We adapted four
questions to measure affective commitment.50,51 A sample item is “I feel
a strong sense of ‘belonging’ to my organization,” 1 = strongly disagree,
5 = strongly agree). Finally, we used three items to measure turnover
intention using a five-point scale (e.g., “I will probably look for a new
job in the next year;”1 = strongly disagree, 5 = strongly agree).52
Staff covariates Staff characteristics fall into two general catego-
ries: individual and role-based. Individual characteristics include
demographic measures such as age (in years), sex, race/ethnicity, and
highest level of education. Sex is categorized as female or male. We
asked staff to identify all the following racial/ethnic categories that
applied: White/Western European/Canadian, White/Eastern Euro-
pean, Middle Eastern, Hispanic/Latino, Black/African/African Ameri-
can, Asian/Pacific Islander, Native American, or other. We then
collapsed into four groups: (1) Hispanic/Latino of any race, (2) Black,
Indigenous, and Asian/Pacific Islander, (3) White, and (4) Unknown,
not listed. We also asked staff to identify their highest level of com-
pleted education: less than high school, high school graduate or
equivalent, some college, Associate/technical degree, Bachelor’s
degree, advanced degree or other. These categories were collapsed
into high school or less, some college, Associate’s/Technical degree,
or Bachelor’s degree or more. Role characteristics include hours
worked per week, residents cared for per day, and work shift. We
asked staff to provide the number of hours they usually worked per
week and then we categorized them as working part time ( 34 h),
full time (3540 h) and over time (> 40 h).
Data analysis
Descriptive statistics We report means, standard deviations, and
proportions for facility and staff characteristics for all responding
direct care staff and nurses (n = 340), which includes the proportion
of missing observations. Staff not involved in personal care of resi-
dents, such as administrative and maintenance staff, were excluded.
Missing data imputation Multiple imputations were used to handle
missing values for measures of SA-PDC, organizational environment,
and outcomes among staff with valid information about their tenure,
shift, number of residents cared for per day, and demographic informa-
tion, resulting in an analytic sample of 265 respondents from 32 NH.55
Model estimation Individual staff members are clustered based on
organizational context, which is the NH where they work. First, we
use random intercepts regression to estimate both within- and
between-NH variation in staff’s perceptions of PCC practices.56 That
is, we looked at staff responses within each NH to assess similarities
and differences in individual staff perceptions within that setting and
we examined the variation between settings to determine whether
staff perceptions were associated with the setting or setting type. We
then estimate a full model to assess associations of facility and indi-
vidual characteristics with direct care staff perceptions of PCC
practices. Lastly, we include staff perceptions of the residents’ envi-
ronment, management, working with residents, job satisfaction,
turnover intention, and affective commitment and adjust for covari-
ates to apply the Structure-Process-Outcome framework. We per-
formed sensitivity analyses by estimating random-intercepts
regression models through systematic addition of each independent
variable, noting any changes in the magnitude or direction of coeffi-
cient estimates. We conducted all statistical analysis using Stata 15.57
Results
Sample description
The 32 nursing homes (NH) that employed the responding direct
care workers and nurses ranged in size from six to 180 beds, with a
median of 80 beds (mean = 90.4 beds). Over half of the facilities were
very large ( 75 beds). Two-thirds of facilities were in an urban loca-
tion and operated for-profit, and nearly all had a contract to accept
Medicaid as payment for services (93.8%) (Table 1). Deficiencies
ranged from 0 to 29 with a median of eight. Of the facilities repre-
sented in this sample, over half were categorized as “high quality,” or
had below 8 deficiency citations. Nursing home administrators
reported working in their positions for an average of 7.2 years
(SD = 7.5; not shown in table).
A total of 340 direct care workers and nurses are represented in
staff characteristics in Table 1. We present descriptive statistics by
job type, direct care workers (n = 266) and nurses (n = 74), separately.
Both direct care workers and nurses completed the survey in 23 NH,
and only direct care workers responded in eight nursing homes; in
three facilities only one staff person responded. Though most direct
care workers and nurses identified as White, larger proportions of
direct care workers identified as Hispanic or Latino of any race
(23.7%), Black or African American (8.3%), Asian or Pacific Islander
(7.5%), or Native American/Alaska Native (3.0%) compared to nurses
(Table 1). Direct care workers and nurse respondents had worked in
their role for a median of 2.5 (range = < 1 to 50 years) and 2.2 years
(range = < 1 to 24 years), respectively (averages reported in Table 1).
Responding direct care workers cared for an average of 11 residents
per day (median = 8 residents) compared to nurses who reported car-
ing for an average 25 residents per day (median = 22 residents).
Variation in staff perceptions of person-centered care
To calculate composite scores of the SA-PDC and subscales of organi-
zational environment measure, we analyzed imputed data from an ana-
lytic sample of 214 direct care workers and 51 nurses (n = 265) from 32
nursing homes. Staff perception measures were converted into scores
on a scale of 0 to 100 by taking the sum of items within each individual
measure and dividing by the total possible score and multiplying by 100
(Table 2). Lower scores correspond to disagreement or low frequency
where higher scores correspond to agreement or high frequency
depending on the measure. Although the overall SA-PDC scores
between direct care workers and nurses did not differ significantly, on
average, direct care workers tended to report higher perceptions of
knowing the person while nurses tended to rate higher perceptions of
comfort care. Direct care workers also reported higher intent to turn-
over and nurses perceived higher job satisfaction and affective commit-
ment. The average facility-level SA-PDC score across the 32 facilities
was 68.4, ranging from 44.2 to 90.9 (not shown in table).
Staff perceptions of person-centered care (PCC) practices were
moderately and positively correlated with staff perceptions of the resi-
dents’ environment (r = .66), working with residents (r = .56), and
managerial support (r = .48) (Fig. 1). Other positive, but weaker, corre-
lations were noted between staff perceptions of PCC practices and job
satisfaction (r = .38) and affective commitment (r = .37). Staff
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perceptions of PCC and turnover intention were weakly and negatively
associated (r = -0.25). Stronger associations are shown between staff
perceptions of the organizational internal structure and outcomes.
The average intraclass correlation across all imputed data sets in
SA-PDC scores for this sample is 0.07 suggesting high variation
among staff within the same NH. Fig. 2 demonstrates how widely
direct care and nursing staff perceptions of person-centered care
vary within NHs, using a randomly selected imputed data set.
Random intercepts regression model estimation
Organizational context and staff characteristics First, we estimated
random intercepts regression models to assess associations between
facility organizational context and climate as measured by the orga-
nizational environment measures (structures) and scores of the SA-
PDC (process), accounting for individual staff characteristics. In bivar-
iate analysis, facility size and Medicaid acceptance were negatively
associated with lower staff SA-PDC perceptions, while nonprofit
ownership, perceptions of working with residents, the environment,
and management had positive associations with higher SA-PDC per-
ceptions. Staff characteristics associated with SA-PDC scores included
working the night shift or part time, or identifying as Hispanic/Latino
of any race in both (un)adjusted models (Supplement 2). Table 3
presents the estimates and 95% confidence intervals of the fully
adjusted models for organizational context and individual character-
istics (Model 1), staff perceptions of the environment (Model 2),
Table 1
Descriptive statistics of responding nursing facilities (n = 32) and care staff (direct care workers and nurses n = 340).
Facility Characteristics % Staff characteristics Mean (SD) %
(n=32) DCWs Nurses DCW (n=266) Nurses (n=74)
Geographic Designation Age (years) 35.7 (12.7) 42.2 (13.0)
Urban 65.6 Tenure (years) 5.5 (7.3) 4.4 (5.7)
Rural 34.4 Residents cared for per day 11 (8) 26 (14)
Size (# beds) Hours worked per week
Small to Medium: 50 18.8 Part Time (34) 25.2 21.6
Large: 51-74 28.1 Full Time (35-40) 65.4 56.8
Very large: 75 53.1 Over Time (>40) 7.1 21.6
Has Medicaid contract Missing 2.3 0.0
Yes 93.8 Work Shift
No 6.2 Days 50.8 51.4
Quality Evenings 18.4 12.2
High (<8 deficiencies) 56.3 Nights 5.3 6.8
Low (8 deficiencies) 43.7 Combination 24.4 28.4
Ownership Missing 1.1 1.4
For-profit 78.1 Race/Ethnicity
Non-profit 21.9 Hispanic/Latinx, any race 23.7 5.4
Alaska Native/Native American 3.0 2.7
Asian/Pacific Islander 7.5 4.0
Black or African American 8.3 4.1
White 45.9 75.7
Other, not listed 4.5 6.8
Missing 7.1 1.4
Level of Education
High school or less 25.2 0.0
Some college 43.2 0.0
Associate’s/Technical 17.7 52.7






Note. Percentages may not add to 100 due to rounding.
Table 2
Staff perceptions of person-centered care and the organizational climate scores, means, standard deviations, by job type.





DCW (n = 214) Nurse (n = 51)
Person-Directed Care Staff Assessment (PDC-SA; 35) 0.95 0.36 68.4 (16.2) 68.8 (13.0)
Autonomy (7) 0.86 0.46 62.2 (20.5) 65.0 (16.0)
Personhood (7) 0.88 0.52 71.7 (19.0) 67.0 (17.9)
Knowing the person (7) 0.91 0.59 60.5 (16.8) 53.0 (16.6)
Comfort care (8) 0.83 0.37 72.6 (17.3) 78.9 (12.4)
Relationships (6) 0.92 0.66 65.2 (23.2) 71.4 (19.7)
Residents’ personal environment (4) 0.81 0.52 71.7 (19.3) 70.6 (18.5)
Working with residents (5) 0.81 0.42 64.7 (20.3) 75.1 (15.5)
Management/structure (5) 0.86 0.51 61.2 (16.8) 66.71 (15.2)
Job satisfaction (17) 0.94 0.47 67.9 (14.3) 76.8 (13.8)
Turnover intention (3) 0.92 0.79 54.3 (23.9) 40.8 (20.3)
Affective commitment (4) 0.91 0.70 68.8 (19.5) 79.5 (17.2)
Notes. Abbreviations: “SD”= standard deviation; “DCW” = direct care worker.
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working with residents (Model 3), management (Model 4), and indi-
vidual characteristics (Model 5). Staff working in facilities that accept
Medicaid reported lower SA-PDC scores. Additionally, nonprofit sta-
tus is associated with higher SA-PDC scores in models that account
for staff perceptions of working with residents and management,
though including perception of the resident environment attenuates
that relationship. Perceptions of the resident environment, working
with residents, and managerial support were also positively associ-
ated with higher staff perceptions of PCC practices, though the coeffi-
cient sizes are small. For example, a one-point increase in perception
of the resident environment is associated with a 0.5 point increase in
SA-PDC score (Model 2, Table 3).
Organizational environment and staff outcomes We then examined
the relationship between organizational contextual factors, internal
climate, and job satisfaction, affective commitment, and turnover
intention (Fig. 3). Compared to direct care workers, nursing staff
reported greater job satisfaction, affective commitment, and lower
turnover intention. Staff in nonprofit communities tended to report
higher job satisfaction, affective commitment, and lower turnover
intention. The effect sizes of staff perception of management were
3.5 to 6 times larger than the other measures of internal structure.
Perception of management was positively associated with job satis-
faction (b = 0.6, 95% CI: 0.4, 0.7) and affective commitment (b = 0.4,
95% CI: 0.3, 0.7) and was negatively associated with turnover
intention (b = -0.7, 95% CI: -1.0, -0.5). Staff perceptions of PCC practi-
ces were not associated with staff outcomes.
Discussion and implications
In this study, we adapted the Structure-Process-Outcome frame-
work to examine relationships among the structural elements of
nursing homes (NH), person-centered care (PCC) processes, and staff
outcomes of job satisfaction, affective commitment, and turnover
intention among NH direct care workers and licensed nurses in Ore-
gon. We found no significant differences in overall perceptions of
providing PCC between direct care workers and nurses in this sample.
With respect to the relationship between structure and process, we
found that perceptions of the organizational climate (ie, residents’
environment, working with residents, and management) within the
nursing home are associated with staff reports of providing PCC. Our
findings are consistent with others who have reported findings using
the SA-PDC measure.40,42,43
Staff perceptions of management appear to influence staff out-
comes in addition to cultivating PCC.58 Regardless of whether staff
perceptions of PCC practices were included in the regression model,
more positive staff perceptions of management were associated with
greater job satisfaction and affective commitment and lower turn-
over intention. PCC may benefit those responsible for care delivery,
Fig. 1. Pairwise correlations among measures of the organizational environment, staff outcomes, and Staff Assessment of Person-Directed Care scores.
Note. All pairwise correlations are significant at the level of p < .05.
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but satisfaction in work, a sense of belonging to the organization, and
wanting to leave a position seem to depend on the organizational
work climate.
We hypothesized that staff working within the same nursing
home would have more similar perceptions of PCC practices com-
pared to staff working in different nursing homes, which was not
supported in this sample. Instead, we found that staff within the
same nursing home have widely varying perceptions of PCC practices
as measured by the SA-PDC. In this sample, working in the same
organizational context and with the same resident population did
not equate to similar perceptions of care delivery among direct care
workers and nursing staff, indicating lack of shared perception of PCC
regardless of role or job type.
These results indicate a weak climate across these NHs with respect
to PCC practices. Climate strength reflects the degree of consensus
among staff within an organization. A weak climate occurs when orga-
nizational policies and procedures, or the practices that emerge from
policies and procedures, are inconsistent.39 A strong organizational cli-
mate is associated with interaction and interdependence between work
units, frequent communication, and a leadership that fosters a shared
strategic vision for the work.39 Although some staff in each nursing
home perceived themselves to provide relatively high levels of PCC,
many others in the same organization did not. These findings suggest
that PCC in these nursing homes is more of an individual practice rather
than an organizational practice. This implies that within these nursing
homes, leadership is not clearly prioritizing or providing consistent
oversight specific to PCC practices within their communities.
Practice and research implications
The Structure-Process-Outcome framework suggests some possi-
ble explanations for the impact of a weak organizational consensus
on PCC practices that warrant further examination. First is
consideration of the external structures shaping long-term care,
including regulation and workforce availability. The language of PCC
is ubiquitous within the long-term care system; it is considered the
gold standard of care and a basis for quality of life. Yet, policies regu-
lating long-term care settings have been criticized for rigidity and an
overemphasis on safety, security, and order and not reflective of
quality of life.35 At the same time, however, Hande and her col-
leagues35 find hope that policy trends in Canada are moving toward
support of quality of life. They found that newer regulations are more
likely to promote flexibility and innovation while at the same time
providing language which emphasizes resident-centered care. We
recommend that the same review of regulations be conducted in the
U.S. to make regulation and enforcement consistent with the goals of
PCC practices. This includes using person-centered language and pro-
viding staff flexibility necessary for enacting PCC. We note that regu-
lation coupled with financial incentives have resulted in increased
PCC practices.17
Workforce issues continue to plague long-term care, with almost
no progress made on the recommendations first published by the
Institute of Medicine in 2008.59 It is beyond the scope of this paper to
describe the well-documented shortage of long-term care staff, high
rates of turnover among all types of staff, including direct care work-
ers who are chronically underpaid, under trained, and undervalued.
The COVID-19 pandemic has shown us in the starkest of terms the
cost of underinvestment in this workforce. We must insist on
renewed energy to fully address those recommendations.
Second is examination of the internal structures of individual NH
which are shaped by leadership. Specifically, directors of nursing and
administrators are responsible for enacting and supporting the orga-
nizational policies and procedures. Although these occur within the
large regulatory and workforce context, leadership shapes much of
the work environment within that context, including staffing, staff
mix, training priorities, coaching supervision, building teamwork,
Fig. 2. Within and between facility comparison of Staff Assessment of Person-Directed Care scores among 265 direct care workers and nurses.
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and creating a civil workplace. Our findings demonstrated that man-
agement practices are associated with positive staff outcomes includ-
ing job satisfaction and affective commitment to the organization.
Although we did not find these management practices to predict PCC
practices at an organizational level, we do not know the extent to
which any directors of nursing and nursing home administrators in
our sample focused explicitly on prioritizing and implementing PCC
practices. Future research should identify specific organizational
structures that support both positive staff outcomes and accomplish-
ment of PCC goals.
A third area for further inquiry involves examining processes
related to leadership roles which directly impact PCC practices. Lead-
ership goals specific to PCC practices must be clear to all staff who in
turn must feel they have the time, knowledge, tools, and support
available to them to achieve these goals. To date, general knowledge
of directors of nursing and nursing home administrators’ effective-
ness is limited, particularly as it relates to structure and process.38
Limitations
This study has several limitations. First, these data were collected
in a convenience sample of staff working in nursing homes within a
100-mile radius of Portland, OR. These findings may not be generaliz-
able to other settings or to the rest of the state. Second, these data are
cross-sectional as identifying causal relationships among the
measures used to proxy structures (including organizational climate),
processes, and staff outcomes was not the original purpose of this
study. It is possible this analytic sample is too small to identify these
anticipated effects. It is also possible that a longitudinal study design
could more meaningfully measure staff perceptions of PCC within
NHs. In addition to the research recommendations listed above, a
future study designed to capture staff’s perceptions of PCC over time
would allow for a more accurate examination of mediating factors
that might explain the relationship among NH and staff characteris-
tics, staff engagement, perceptions of the work environment, job sat-
isfaction, and staff perceptions of PCC. In addition, future studies
should examine the role of leadership in prioritizing and enacting
PCC practices. Our study is also limited to investigating how staff per-
ceive PCC practices within NHs, which may or may not align with the
perceptions of care receivers: residents. To more comprehensively
understand how the process of PCC is actualized in practice, it is
essential to incorporate residents’ views, perceptions, and experien-
ces. Future research can compare and contrast staff and residents’
views of PCC practices and determine if the within-setting variation
of staff’s perception of PCC in this study is reflected in a facility’s resi-
dent population. This paper focused on NH settings. With an over-
whelming preference to age in place and outside of institutional
settings, there is a need to expand our understanding of PCC to
home-and community-based settings and services and capture the
views of other types of care partners.
Table 3
Results from random intercepts regression of organizational and individual characteristics and staff perceptions of person-centered care.




-4.6 [-10.4,1.2] 0.3 [-3.6,4.2] -6.0** [-9.7,-2.4] -4.8* [-9.1,-0.5] -2.1 [-5.6,1.5]
Very large (75 beds) -4.0 [-10.1,2.0] -1.5 [-4.8,1.8] -5.0* [-9.7,-0.3] -2.4 [-7.2,2.3] -2.6 [-6.0,0.8]
Rural (ref. Urban) 1.9 [-2.5,6.3] 1.2 [-1.7,4.1] 1.5 [-1.3,4.3] 1.8 [-1.8,5.4] 1.3 [-1.2,3.8]
Nonprofit (ref. For profit) 2.7 [-2.1,7.6] 0.5 [-2.3,3.3] 3.0 [-0.1,6.1] 3.2 [-0.2,6.6] 1.3 [-1.0,3.7]
Accepts Medicaid -7.8** [-13.6,-2.0] -6.8** [-11.2,-2.4] -3.7 [-7.6,0.3] -3.0 [-7.7,1.7] -4.4* [-8.0,-0.8]
Low Quality 2.7 [-3.1,8.6] 2.5 [-0.7,5.7] 3.5 [-0.5,7.5] 1.6 [-2.9,6.1] 2.8 [-0.2,5.8]
Admin Tenure (years) 0.1 [-0.2,0.4] 0.1 [-0.0,0.3] 0.1 [-0.1,0.2] -0.0 [-0.2,0.2] 0.1 [-0.0,0.2]
Individual
# Residents/day 0.2 [-0.1,0.4] 0.1 [-0.1,0.2] 0.0 [-0.2,0.2] 0.1 [-0.1,0.3] 0.0 [-0.2,0.2]
Nurse (ref. DCW) 0.1 [-6.4,6.7] 0.0 [-4.7,4.7] -1.7 [-6.7,3.2] -0.3 [-6.2,5.5] -0.9 [-5.2,3.3]
Shift (ref. Day)
Evenings -2.0 [-7.0,2.9] 0.3 [-4.1,4.8] -2.0 [-6.4,2.4] -0.1 [-4.0,3.9] -0.1 [-3.8,3.7]
Nights -11.1* -20.2,-2.1] -7.9 [-16.3,0.5] -4.5 [-12.7,3.8] -7.3 [-14.9,0.3] -5.1 [-13.1,3.0]
Combination -4.3* [-7.8,-0.9] 0.6 [-2.6,3.8] -3.3* [-6.4,-0.2] -2.2 [-5.2,0.8] -0.1 [-3.0,2.8]
Hours worked (ref. Full time)
Part time (34 h) -5.2* [-9.4,-1.1] -3.3* [-6.2,-0.3] -4.1* [-7.7,-0.6] -5.1** [-8.7,-1.5] -3.4* [-6.1,-0.6]
Over time (>40 h) 1.3 [-4.0,6.6] -0.6 [-4.5,3.2] 0.4 [-5.8,6.6] -0.2 [-5.8,5.4] -0.8 [-5.1,3.6]
Education (ref.  HS)
Some college 2.0 [-3.0,7.0] 1.8 [-1.7,5.2] 0.8 [-2.3,3.9] 3.1 [-1.5,7.7] 1.5 [-1.3,4.2]
Associates/Technical -2.0 [-7.9,3.8] -0.4 [-5.6,4.8] -3.2 [-7.5,1.2] -1.6 [-6.4,3.2] -1.4 [-5.9,3.1]
Bachelor's + -5.7 [-12.4,0.9] -1.2 [-6.1,3.6] -6.4* [-11.5,-1.3] -4.6 [-10.4,1.2] -2.8 [-7.1,1.5]
Race/Ethnicity (ref. NHWhite)
Black/Indigenous/AAPI 2.0 [-3.6,7.6] -0.5 [-4.4,3.5] 3.0 [-0.3,6.3] 1.0 [-3.2,5.1] 0.7 [-2.4,3.8]
Hispanic/Latino, all race -5.1* [-9.6,-0.6] -4.6** [-7.6,-1.7] -1.6 [-4.6,1.4] -4.5* [-8.4,-0.7] -3.0* [-5.7,-0.2]
Unknown, not listed 7.7* [1.7,13.6] 5.4 [-0.7,11.4] 5.5* [0.8,10.1] 6.4** [1.6,11.1] 4.8 [-1.9,11.4]
Male (ref. Female) 1.1 [-4.3,6.5] 1.3 [-3.4,6.1] -1.9 [-5.5,1.8] -1.2 [-5.5,3.1] -0.6 [-4.6,3.5]
Age (years) -0.0 [-0.2,0.1] 0.0 [-0.1,0.1] -0.0 [-0.2,0.1] -0.1 [-0.2,0.1] 0.0 [-0.1,0.1]
Climate
Resident environment
0.5*** [0.4,0.6] 0.3*** [0.2,0.5]
Working with residents 0.4*** [0.4,0.5] 0.2*** [0.1,0.3]
Management/support 0.4*** [0.4,0.5] 0.1 [-0.0,0.2]
N 265 265 265 265 265
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Conclusion
This study provides insights into relationships among organiza-
tional context, climate, person-centered care (PCC) processes, and
staff outcome characteristics in a sample of Oregon nursing homes.
Working in the same facility and presumably with the same resident
population does not mean staff will have similar perceptions of PCC
practices. Cultivating a supportive work context in which nursing
home leaders convey a vision of PCC supported through clear and
consistent policies and procedures is key to promoting PCC practices,
increasing job satisfaction, elevating affective commitment, and
reducing turnover intention. We note that these data were collected
before the COVID-19 pandemic. Issues of staffing and quality of life
for residents have only increased.60 More than ever, we need to
establish systems to support long-term care staff in their work which
must include providing PCC.
Declaration of Competing Interest
The authors of this manuscript certify that they have no affilia-
tions with or involvement in any organization or entity with any
financial interest or nonfinancial interest in the subject matter or
materials discussed in this manuscript.
Funding statement
Support for this research study was provided in by Civil Money
Penalties funds from the Centers for Medicare and Medicaid Services.
Previous phases of the tool development, including cognitive inter-
viewing and feasibility testing in various long-term care settings,
were supported through the Oregon Department of Human Services
Quality Care Fund.
Supplementary materials
Supplementary material associated with this article can be found
in the online version at doi:10.1016/j.gerinurse.2021.11.018.
References
1. Caspar S, Phinney A, Spenceley S, Ratner P. Creating cultures of care: exploring the
social organization of care delivery in long-term care homes. J Long Term Care.
2020:13–29. https://doi.org/10.31389/jltc.17. 2020.
2. Talerico KA, O’Brien JA, Swafford KL. Person-centered care. An important
approach for 21st century health care. J Psychosoc Nurs Ment Health Serv. 2003;41
(11):12–16.
3. McCormack B, Roberts T, Meyer J, Morgan D, Boscart V. Appreciating the “person”
in long-term care. Int J Older People Nurs. 2012;7(4):284–294. https://doi.org/
10.1111/j.1748-3743.2012.00342.x.
4. Milte R, Shulver W, Killington M, et al. Quality in residential care from the perspec-
tive of people living with dementia: the importance of personhood. Arch Gerontol
Geriatr. 2016;63:9–17. https://doi.org/10.1016/j.archger.2015.11.007.
5. Charalambous A, Chappell NL, Katajisto J, Suhonen R. The conceptualization and
measurement of individualized care. Geriatr Nur (Lond). 2012;33(1):17–27.
https://doi.org/10.1016/j.gerinurse.2011.10.001.
6. Rader J, Tornquist EM. Individualized Dementia Care: Creative Compassionate
Approaches. Springer; 1995.
7. Drageset J, Haugan G, Tranvag O. Crucial aspects promoting meaning and purpose
in life: perceptions of nursing home residents. BMC Geriatr. 2017;17(1):1–9.
https://doi.org/10.1186/s12877-017-0650-x.
8. Groenendaal M, Loor A, Trouw M, Achterberg WP, Caljouw MAA. Perspectives of
healthcare professionals on meaningful activities for persons with dementia in
transition from home to a nursing home: an explorative study. Healthcare.. 2019;7
(3):98. https://doi.org/10.3390/healthcare7030098.
Fig. 3. Results from random intercepts regression of organizational and individual characteristics, staff perceptions of person-centered care and staff outcomes.
Notes. * p < 0.05, ** p < 0.01, *** p < 0.001. Abbreviations: “DCW” = direct care worker; “HS”= high school or equivalent; “NH” = non-Hispanic; “AAPI”= Asian American or Pacific
Islander.
S. Dys et al. / Geriatric Nursing 43 (2022) 188196 195
9. Kane RL, Kane RA. What older people want from long-term care, and how they can
get it. Health Aff (Millwood). 2001;20(6):114–127. https://doi.org/10.1377/
hlthaff.20.6.114.
10. Scales K, Lepore M, Anderson RA. Person-directed care planning in nursing homes:
resident, family, and staff perspectives. J Appl Gerontol. 2019;38(2):183–206.
https://doi.org/10.1177/0733464817732519.
11. McGilton KS, Profetto-McGrath J, Robinson A. Implementing the supportive super-
vision intervention for registered nurses in a long-term care home: a feasibility
study. Worldviews Evid Based Nurs. 2013;10(4):238–247. https://doi.org/10.1111/
wvn.12004.
12. Roberts TJ. Nursing home resident relationship types: What supports close rela-
tionships with peers & staff? J Clin Nurs. 2018;27(23-24):4361–4372. https://doi.
org/10.1111/jocn.14554.
13. Calkins MP. From research to application: supportive and therapeutic environ-
ments for people living with dementia. Gerontologist. 2018;58(suppl_1). https://
doi.org/10.1093/geront/gnx146. S114-S128.
14. Joseph A, Choi YS, Quan X. Impact of the physical environment of residential
health, care, and support facilities (RHCSF) on staff and residents: a systematic
review of the literature. Environ Behav. 2016;48(10):1203–1241. https://doi.org/
10.1177/0013916515597027.
15. Chenoweth L, Stein-Parbury J, Lapkin S, et al. Effects of person-centered care at the
organisational-level for people with dementia. A systematic review. PLOS ONE.
2019;14:(2) e0212686. https://doi.org/10.1371/journal.pone.0212686.
16. Cornelison LJ, Syme ML, Dell-Isola R, Doll G. Engagement and adoption of person-
centered care: participant experiences in the Kansas PEAK 2.0 program. J Gerontol
Nurs. 2019;45(11):5–10. https://doi.org/10.3928/00989134-20191011-02.
17. Doll GA, Cornelison LJ, Rath H, Syme ML. Actualizing culture change: the promot-
ing excellent alternatives in Kansas nursing homes (PEAK 2.0) program. Psychol
Serv. 2017;14(3):307–315. https://doi.org/10.1037/ser0000142.
18. Lee KH, Lee JY, Kim B. Person-centered care in persons living with dementia: a sys-
tematic review and meta-analysis. Gerontologist. 2020. https://doi.org/10.1093/
geront/gnaa207. gnaa207.
19. Li J, Porock D. Resident outcomes of person-centered care in long-term care: a nar-
rative review of interventional research. Int J Nurs Stud. 2014;51(10):1395–1415.
https://doi.org/10.1016/j.ijnurstu.2014.04.003.
20. Poey JL, Hermer L, Cornelison L. Does person-centered care improve residents’ sat-
isfaction with nursing home quality? J Am Med Dir Assoc. 2017;18(11):974–979.
https://doi.org/10.1016/j.jamda.2017.06.007.
21. Barbosa A, Sousa L, Nolan M, Figueiredo D. Effects of person-centered care
approaches to dementia care on staff: a systematic review. Am J Alzheimers Dis
Other Demen. 2015;30(8):713–722. https://doi.org/10.1177/1533317513520213.
22. Edvardsson D, Fetherstonhaugh D, McAuliffe L, Nay R, Chenco C. Job satisfaction
amongst aged care staff: exploring the influence of person-centered care provision. Int
Psychogeriatr. 2011;23(8):1205–1212. https://doi.org/10.1017/S1041610211000159.
23. Fazio S, Pace D, Flinner J, Kallmyer B. The Fundamentals of person-centered care for
individuals with dementia. Gerontologist. 2018;58(suppl_1). https://doi.org/
10.1093/geront/gnx122. S10-S19.
24. Rajamohan S, Porock D, Chang YP. Understanding the relationship between staff
and job satisfaction, stress, turnover, and staff outcomes in the person-centered
care nursing home arena. J Nurs Scholarsh. 2019;51(5):560–568. https://doi.org/
10.1111/jnu.12488.
25. Silen M, Skytt B, Engstr€om M. Relationships between structural and psychological
empowerment, mediated by person-centred processes and thriving for nursing
home staff. Geriatr Nurs N Y N. 2019;40(1):67–71. https://doi.org/10.1016/j.geri-
nurse.2018.06.016.
26. Squires JE, Hoben M, Linklater S, et al. Job satisfaction among care aides in residen-
tial long-term care: a systematic review of contributing factors, both individual
and organizational. Nurs Res Pract. 2015. https://doi.org/10.1155/2015/157924.
2015:e157924.
27. Temkin-Greener H, Zheng NT, Cai S, Zhao H, Mukamel DB. Nursing home environ-
ment and organizational performance: association with deficiency citations. Med
Care. 2010;48(4):357–364. https://doi.org/10.1097/MLR.0b013e3181ca3d70.
28. van Diepen C, Fors A, Ekman I, Hensing G. Association between person-centred care
and healthcare providers’ job satisfaction and work-related health: a scoping review.
BMJ Open. 2020;10:(12) e042658. https://doi.org/10.1136/bmjopen-2020-042658.
29. PHI. U.S. Nursing assistants employed in nursing homes: key facts, 2019. Accessed
May 18, 2021. https://phinational.org/resource/u-s-nursing-assistants-employed-
in-nursing-homes-key-facts-2019/ .
30. Paudel A, Resnick B, Galik E. The quality of interactions between staff and residents
with dementia in nursing homes. Am J Alzheimers Dis Other Demen. 2020;35.
https://doi.org/10.1177/1533317519863259.
31. Donabedian A. The quality of care: how can it be assessed? JAMA. 1988;260
(12):1743–1748. https://doi.org/10.1001/jama.1988.03410120089033.
32. Donabedian A. The role of outcomes in quality assessment and assurance. QRB Qual
Rev Bull. 1992;18(11):356–360. https://doi.org/10.1016/s0097-5990(16)30560-7.
33. Megivern DM, McMillen JC, Proctor EK, et al. Quality of care: expanding the social
work dialogue. SocWork. 2007;52(2):115–124. https://doi.org/10.1093/sw/52.2.115.
34. Berwick D, Fox DM. “Evaluating the quality of medical care”: Donabedian’s classic
article 50 years later. Milbank Q. 2016;94(2):237–241. https://doi.org/10.1111/
1468-0009.12189.
35. Hande MJ, Keefe J, Taylor D. Long-term residential care policy guidance for staff to
support resident quality of life. Gerontologist. 2021;61(4):540–551. https://doi.org/
10.1093/geront/gnaa176.
36. Siegel EO, Young HM, Zysberg L, Santillan V. Securing and managing nursing home
resources: director of nursing tactics. Gerontologist. 2015;55(5):748–759. https://
doi.org/10.1093/geront/gnu003.
37. Siegel EO, Anderson RA, Calkin J. Supporting and promoting personhood in long
term care settings: contextual factors. Int J Older People Nurs. 2012;7(4):295–302.
https://doi.org/10.1111/opn.12009.
38. Schneider B, Erhart MG, Macey WH. Organizational climate and culture. Annu Rev
Psychol. 2013;64:361–388. https://doi.org/10.1146/annurev-psych-113011-143809.
39. Siegel E.O., Young H.M. Assuring quality in nursing homes: the black box of admin-
istrative and clinical leadership—A scoping review. Gerontologist. 2020;(gnaa175).
10.1093/geront/gnaa175.
40. Hunter PV, Hadjistavropoulos T, Thorpe L, Lix LM, Malloy DC. The influence of indi-
vidual and organizational factors on person-centred dementia care. Aging Ment
Health. 2016;20(7):700–708. https://doi.org/10.1080/13607863.2015.1056771.
41. White DL, Newton-Curtis L, Lyons KS. Development and initial testing of a measure
of person-directed care. Gerontologist. 2008;48(suppl_1):114–123. https://doi.org/
10.1093/geront/48.Supplement_1.114.
42. Martínez T, Suarez-Alvarez J, Yanguas J, Mu~niz J. The person centered approach in
gerontology: new validity evidence of the staff assessment person-directed care
questionnaire. Int J Clin Health Psychol. 2016;16(2):175–185. https://doi.org/
10.1016/j.ijchp.2015.12.001.
43. Pe~na-Suarez E, Mu~niz J, Campillo-Alvarez A. Assessing organizational climate: psy-
chometric properties of the CLIOR scale. Psicothema. 2013:137–144. https://doi.
org/10.7334/psicothema2012.260. (25. 1).
44. Ochsner M., Leana C., Applebaum E. Improving direct care work: integrating the-
ory, research and practice. Alfred P. Sloan Foundation; 2009. Accessed June 17,
2021. https://cepr.net/report/improving-direct-care-work-integrating-research-
and-practice/.
45. Caspar S, Le A, McGilton KS. The influence of supportive supervisory practices and
health care aides’ self-determination on the provision of person-centered care in
long-term care facilities. J Appl Gerontol. 2019;38(11):1564–1582. https://doi.org/
10.1177/0733464817750275.
46. Lee K, Mileski M, Fohn J, Frye L, Brooks L. Facilitators and barriers surrounding the
role of administration in employee job satisfaction in long-term care facilities: a
systematic review. Healthc Basel Switz. 2020;8(4). https://doi.org/10.3390/health-
care8040360.
47. White DL, Tunalilar O, Hasworth S, Winfree J. The Resident view in nursing Homes.
Gerontol Geriatr Med. 2019;5: 2333721419877975. https://doi.org/10.1177/
2333721419877975.
48. Oregon Office of Rural Health. ORH service areas. Published 2020. www.ohsu.edu/
oregon-office-of-rural-health/orh-service-areas.
49. Noelker LS, Ejaz FK, Menne HL, Bagaka’s JG. Factors affecting frontline workers’ sat-
isfaction with supervision. J Aging Health. 2009;21(1):85–101. https://doi.org/
10.1177/0898264308328641.
50. Meyer JP, Allen NJ, Smith CA. Commitment to organizations and occupations:
Extension and test of a three-component conceptualization. J Appl Psychol.
1993;78(4):538–551. https://doi.org/10.1037/0021-9010.78.4.538.
51. White DL, Cadiz DM. Efficacy of work-based training for direct care workers in
assisted living. J Aging Soc Policy. 2013;25(4):281–300. https://doi.org/10.1080/
08959420.2013.816124.
52. Hom PW, Griffeth RW, Sellaro CL. The validity of Mobley’s (1977) model of
employee turnover. Organ Behav Hum Perform. 1984;34(2):141–174. https://doi.
org/10.1016/0030-5073(84)90001-1.
53. Choi JS, Lee M. Psychometric properties of a Korean measure of person-directed
care in nursing homes. Res Soc Work Pract. 2014;24(6):676–684. https://doi.org/
10.1177/1049731513509897.
54. Sullivan JL, Meterko M, Baker E. Reliability and validity of a person-centered care
staff survey in veterans health administration community living centers. Gerontol-
ogist. 2013;53(4):596–607. https://doi.org/10.1093/geront/gns140.
55. Vink G, Frank LE, Pannekoek J, Buuren SV. Predictive mean matching imputation of
semicontinuous variables. Stat Neerlandica. 2014;68(1):61–90. https://doi.org/
10.1111/stan.12023.
56. Rabe-Hesketh S, Skrondal A. Multilevel and Longitudinal Modeling Using Stata. 2nd
Ed. Stata Press; 2008.
57. StataCorp. Stata statistical software: Release 15. StataCorp LLC; 2017.
58. Rutten JER, Backhaus R, Tan F. Work environment and person-centered dementia
care in nursing homes  a cross-sectional study. J Nurs Manag. 2020. https://doi.
org/10.1111/jonm.13386. in press.
59. Foley KT, Luz CC. Retooling the health care workforce for an aging America: a cur-
rent perspective. Gerontologist. 2021;61(4):487–496. https://doi.org/10.1093/ger-
ont/gnaa163.
196 S. Dys et al. / Geriatric Nursing 43 (2022) 188196
